Intercostal Lung Hernia after Pectus Bar Removal by Kye, Yeo Kon & Kim, Young-Du
Korean J Thorac Cardiovasc Surg 2012;45:138-139 □ Brief Communication □
http://dx.doi.org/10.5090/kjtcs.2012.45.2.138 ISSN: 2233-601X (Print)   ISSN: 2093-6516 (Online)
− 138  −
Department  of  Thoracic  and  Cardiovascular  Surgery,  Bucheon  St.  Mary’s  Hospital,  The  Catholic  University  of  Korea  School  of  Medicine
Received:  August  29,  2011,  Revised:  September  22,  2011,  Accepted:  October  18,  2011
Corresponding  author: Young-Du  Kim,  Department  of  Thoracic  and  Cardiovascular  Surgery,  Bucheon  St.  Mary’s  Hospital,  The  Catholic 
University  of  Korea  School  of  Medicine,  327  Sosa-ro  327beon-gil,  Wonmi-gu,  Bucheon  420-717,  Korea
(Tel)  82-32-340-7029  (Fax)  82-32-340-2255  (E-mail)  crux2002@hanmail.net
 C  The  Korean  Society  for  Thoracic  and  Cardiovascular  Surgery.  2012.  All  right  reserved.
CC  This  is  an  open  access  article  distributed  under  the  terms  of  the  Creative  Commons  Attribution  Non-Commercial  License  (http://creative-
commons.org/licenses/by-nc/3.0)  which  permits  unrestricted  non-commercial  use,  distribution,  and  reproduction  in  any  medium,  provided  the 
original  work  is  properly  cited.
Fig. 1. Chest radiograph showing the right pneumothorax.
Fig. 2. Computed tomographic scan 
of the chest showing herniation (arr-
owhead) of the right middle lobe (A) 
and the left upper lobe (B).
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A 27-year-old man presented with chest pain and shortness 
of  breath.  A  chest  radiograph  revealed  collapse  of  the  right 
lung  (Fig.  1);  this  was  his  third  episode  of  ipsilateral  pneu-
mothorax  during  the  past  3  years.  He  had  a  history  of  mini-
mally invasive repair of pectus excavatum (MIRPE) at anoth-
er hospital 11 years earlier, and he had undergone surgery for 
a  bar  removal  4  years  earlier.  The  computed  tomographic 
scan  of  the  chest  revealed  deformed  ribs,  costal  cartilages, 
herniation of both lungs through the chest walls (Fig. 2), and 
a huge bulla in the right upper lobe. During surgery, the right 
lung  was  densely  adhered  to  the  parietal  pleura,  and  the  me-
dial  segment  of  the  right  middle  lobe  was  herniated  through 
the chest wall (Fig. 3). We resected the bulla of the right up-
per  lobe  and  the  herniated  portion  of  the  right  middle  lobe 
with  an  endostapler  after the adhered lung  was dissected free 
due  to  air  leakages  from  those  lobes.
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Fig. 3. Intraoperative thoracoscopic view shows the right middle 
lobe herniated through the intercostal space.
infection,  and  allergy  make  up  most  of  the  late  postoperative 
complications  [1].  However,  intercostal  lung  hernia  after  pec-
tus  bar  removal  is  rare,  and  it  has  not  been  previously  re-
p o r t e d  o n .  Th e  p a t i e n t  h a d  h a d  a  p e c tu s  b a r  f o r  7  y e a r s ,  a n d  
it  may  have  caused  deformities  of  the  ribs  and  costal  carti-
lages,  especially  at  the  sites  where  it  entered  and  exited  the 
pleural cavity. As a result, intercostal defects were created on 
each side of the chest wall, and the lungs may have herniated 
through  these  defects.  Although  this  type  of  herniation  usu-
ally  does  not  cause  pulmonary  problems  such  as  a  reduction 
of  lung  function,  they  can  complicate  entering  the  pleural 
cavity  during  surgery  in  the  future.
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